State of Delaware: Aetna HMO Coverage Period: 07/01/2017 - 06/30/2018
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
4 & This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage you can visit
M www.HealthReformPlanSBC.com or call 1-877-542-3862. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.HealthReformPlanSBC.com or call
1-877-542-3862 to request a copy

Important Questions m Why this Matters:

What is the overall . , ,

deductible? $0 See the chart starting on page 2 for your costs for services this plan covers.

Are there services This plan covers preventive care services, even if you have not met the deductible amount. See a
covered before you meet | Yes. Preventive care services list of covered preventive services at https://www.healthcare.gov/coverage/preventive-care-

your deductible? benefits/

Are the.re other - You don't have to meet deductibles for specific services, but see the chart starting on page 2 for
deductibles for specific No. h ; ices this pl

services? other costs for services this plan covers.

Yes. In-Network Medical: $4,500
person/$9,000 family; In-Network
Prescription Drug: $2,100
person/$4,200 family. Out-of-
Network: No out-of-pocket limit.

The out-of-pocket limit is the most you could pay during a coverage period (usually one year)
for your share of the cost of covered services. This limit helps you plan for health care expenses.

Is there an out—of—pocket
limit for this plan?

Premiums, balance billing, health
What is not included in care this plan does not cover,
the out—of-pocket limit? | bariatric surgery expenses and
infertility expenses.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

If you use an in-network doctor or other health care provider, this plan will pay some or all of the

Will you pay less if you Yes.. For a list of in-network costs of covered services. Be aware, your in-network doqtor or hospital may use an ou't-_of- .
e M e L A providers, see www.aetna.com or | network provider for some services. Plans use the term in-network, preferred, or participating for
© | call 1-877-542-3862. providers in their network. See the chart starting on page 2 for how this plan pays different kinds
of providers.
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State of Delaware: Aetna HMO Coverage Period: 07/01/2017 - 06/30/2018
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual + Family | Plan Type: HMO

Yes. You need a written referral
from your primary care physician
(PCP) to see a specialist.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have the plan’s permission before you see the specialist.

Do you need a referral to
see a specialist?

“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Lol b ey Limitations, Exceptions & Other

Medical Event Services You May Need In-network Provider Out-of-network Provider T
(You will pay the least) (You will pay the most)

Primary care visit to treat an

. - ) $15 copay per visit Not covered -- None --
If you visit a health injury or illness
care provider’s office = Specialist visit $25 copay per visit Not covered -- None --
or clinic i i
.P reveqtlvg care/screening/ No charge Not covered Age and frequency schedules may apply.
immunization

: , Laboratory: $10 copay per :
Diagnostic test (x-ray, blood visit: X-ray: $20; Diagnostic | Not covered You must use in-network laboratory

W Testing: $20 copay per visit JOUER
No charge at freestanding
Imaging (CT/PET scans, MRIs) | facilities; $35 copay per visit | Not covered
at hospital-based facilities

If you have a test
Prior authorization required. Failure to
pre-authorize will result in a denial.

For more information about limitations and exceptions, see the plan or policy document at www.HealthReformPlanSBC.com or by calling 1-877-542-3862. 2 of 8
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State of Delaware: Aetna HMO
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

What Will You Pay

In-network Provider Out-of-network Provider
(You will pay the least) (You will pay the most)

Coverage Period: 07/01/2017 - 06/30/2018
Coverage for: Individual + Family | Plan Type: HMO

Common Limitations, Exceptions & Other

Medical Event

Services You May Need Important Information

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
WWW.EXpress-
scripts.com.

If you have outpatient
surgery

If you need immediate
medical attention

For more information about limitations and exceptions, see the plan or policy document at www.HealthReformPlanSBC.com or by calling 1-877-542-3862.

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation
Urgent care

$8 copay for 30-day supply
retail or mail order; $16
copay for 90-day supply
participating retail or mail
order

$28 copay for 30-day supply
retail or mail order; $56
copay for 90-day supply
participating retail or mail
order

$50 copay for 30-day supply
retail or mail order; $100
copay for 90-day supply
participating retail or mail
order

Copay based on whether
drug is generic, preferred, or
non-preferred

Outpatient Hospital: $100
copay per visit; Ambulatory
Surgery Center: $50 copay
per visit

No charge

$150 copay per visit (waived
if admitted)

$50 copay per visit
$15 copay per visit

Reimbursement limited to
in-network allowable
amount minus applicable
copay

Reimbursement limited to
in-network allowable
amount minus applicable
copay

Reimbursement limited to
in-network allowable

amount minus applicable
copay

Not covered

Not covered

Not covered

$150 copay per visit

$50 copay per visit

Not covered

Up to 30-day fills at retail or mail order for
non-maintenance drugs; 90-day fills for
maintenance drugs available at
participating pharmacies or mail order
only, maintenance drugs filled as 30-day
supply incur penalty at fourth fill; under
Choice Program, you pay applicable
copay plus difference between generic
and brand when generic equivalent is
available. Erectile dysfunction (ED) drugs
are not covered unless medically
necessary for conditions other than ED.
Prescription drugs with an over-the-
counter equivalent are not covered.

First fill can be at retail; future fills must
be through specialty pharmacy.

--None --

-- None --

No coverage for non-emergency use

No coverage for non-emergency use

No coverage for non-urgent use
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State of Delaware: Aetha HMO

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Common
Medical Event

If you have a hospital
stay

If you have mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Services You May Need

Facility fee (e.g., hospital room)

Physician/surgeon fee
Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional

services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment
Hospice services

Children’s eye exam

$100 copay per day with
maximum of $200 per
admission

No charge

$25 copay per visit
$100 copay per day with
maximum of $200 per
admission

$25 copay; initial visit only,
thereafter no charge

No charge

$100 copay per day with
maximum of $200 per
admission

No charge

20% coinsurance

Covered same as any other
expense based on the type
of service performed

No charge

20% coinsurance
No charge

$15 copay per visit

What Will You Pay

In-network Provider Out-of-network Provider
(You will pay the least) (You will pay the most)

Not covered

Not covered
Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered
Not covered

Not covered

Coverage Period: 07/01/2017 - 06/30/2018
Coverage for: Individual + Family | Plan Type: HMO

Limitations, Exceptions & Other

Important Information

Pre-authorization required. Failure to
preauthorize will result in a denial.

-- None --
-- None --

Pre-authorization required. Failure to
preauthorize will result in a denial.

-- None --

-- None --

-- None --

Pre-authorization required. Failure to
preauthorize will result in a denial.
Limited to 45 visits per condition for
physical and occupational therapy
combined. Coverage is limited to 45 visits
per condition for speech therapy.
Coverage is limited to $36,000 per plan
year for applied behavioral analysis
(ABA).

Pre-authorization required. Failure to
preauthorize will result in a denial.

-- None --

-- None --

Limited to 1 exam per 24 months.

For more information about limitations and exceptions, see the plan or policy document at www.HealthReformPlanSBC.com or by calling 1-877-542-3862. 4 of 8



State of Delaware: Aetna HMO Coverage Period: 07/01/2017 - 06/30/2018
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual + Family | Plan Type: HMO

Common Lol b ey Limitations, Exceptions & Other

Medical Event Services You May Need In-network Provider Out-of-network Provider Important Information
(You will pay the least) (You will pay the most)

Children’s glasses Not covered Not covered You must pay 100% of these expenses.
20% coinsurance under Delta Dental: $1,500 maximum per
Delta Dental; not covered person per plan year; Dominion Dental:
under Dominion Dental no maximum.

No charge under Delta

CmiiEs e EnoE e Dental or Dominion Dental

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Long-term care ¢ Routine foot care
e Cosmetic surgery o Non-emergency care when traveling outside the e  Weight loss programs
e Glasses u.S.

e Private-duty nursing

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Bariatric surgery ¢ Dental care (Adult) o Infertility treatment (coverage limited to $10,000
e Chiropractic care e Hearing aids (up to age 24) lifetime maximum)
e Routine eye care (Adult)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health coverage.
Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while covered under the
plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-877-542-3862. You may also contact your state insurance department, the U.S.
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at
1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions about
your rights, this notice, or assistance, you can contact us by calling the toll free number on your Medical ID Card. Additionally, a consumer assistance program can
help you file an appeal. Contact information is at https://www.aetna.com/individuals-families/member-rights-resources/complaints-grievances-appeals.html

For more information about limitations and exceptions, see the plan or policy document at www.HealthReformPlanSBC.com or by calling 1-877-542-3862. 5 of 8
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State of Delaware: Aetna HMO Coverage Period: 07/01/2017 - 06/30/2018
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual + Family | Plan Type: HMO

Does this Coverage Provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this Coverage Meet the Minimum Value Standard? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Notice of Nondiscrimination
Discrimination is Against the Law

The State of Delaware Group Health Insurance Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. The State of Delaware Group Health Insurance Plan does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.
The State of Delaware Group Health Insurance Plan:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, contact Brenda Lakeman.

If you believe that The State of Delaware Group Health Insurance Plan has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a grievance with: Brenda Lakeman, Director of Statewide Benefits and Insurance Coverage, at Office of
Management and Budget (OMB), Statewide Benefits, 97 Commerce Way, Suite 201, Dover, DE 19904, phone: 1-800-489-8933, fax: 1-302-739-8339, and email:
benefits@state.de.us. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Brenda Lakeman, Director of Statewide Benefits
and Insurance Coverage is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

For more information about limitations and exceptions, see the plan or policy document at www.HealthReformPlanSBC.com or by calling 1-877-542-3862. 6 of 8
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State of Delaware: Aetna HMO Coverage Period: 07/01/2017 - 06/30/2018
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual + Family | Plan Type: HMO

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Language Access Services:

Arabic (3 2): 1-800-489-8933 ad s Jusil laally Al il 535 2y il S0 Lusal) iladd ()3 ARl Y aas S 1)

Chinese (R X): MR EERERPX, EALARERSESEMART. 55EE1-800-489-8933.

French (Frangais): Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-489-8933.

French Creole (Kreyol Ayisyen): Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele 1-800-489-8933.

German (Deutsch): Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer 1-800-489-8933.
ltalian (Italiano): In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 1-800-489-8933.

Japanese (HAZE) BARZBXHEINDIGE. BHOEEXZEZ CHAWLZITET, 1-800489-8933 F T, HEIEICTIERK LY,
Korean (2= 0f): ot O} & AL StA|= E2, 10 X[ @l MH|AE R 22 0|83t 4= Q5 LTt 1-800-489-8933 12 = TS5 A L.
Persian-Farsi ((=_l): 2 x5 oulai 1-800-489-8933 L .2l (o ad )i Laidi (5 3 I8 ) gor (Al ) g i€ (o S i Jli gy 40 K

Polish (Polski): Jezeli mdwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwor pod numer 1-800-489-8933.

Portuguese (Portugués): Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-800-489-8933.

Russian (Pycckuit): Ecnm Bbl roBopuTe Ha pycckoMm si3bike, TO BaM AOCTYNHbI BecnnatHble yenyru nepesoaa. 3soHute 1-800-489-8933.

Spanish (Espafiol): Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame al 1-800-489-8933.
Tagalog (Tagalog): Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-489-8933.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

For more information about limitations and exceptions, see the plan or policy document at www.HealthReformPlanSBC.com or by calling 1-877-542-3862. 7 of 8
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About these Coverage Examples:

L :

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit and follow up

hospital delivery)

M The plan’s overall deductible: $0
M Specialist copayment: $25

W Hospital (facility) copayment: ~ $100 per day,
Maximum $200 per admission

H Other: Based on type of service

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $13,200

In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $800

Coinsurance $0
What isn’t covered

Limits or exclusions $60

The total Peg would pay is $860

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition)

M The plan’s overall deductible: $0
B Specialist copayment: $25

M Hospital (facility) copayment: ~ $100 per day,
Maximum $200 per admission

M Other: Based on type of service

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400

In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $900

Coinsurance $300
What isn’t covered

Limits or exclusions $60

The total Joe would pay is $1,260

care)
M The plan’s overall deductible: $0
B Specialist copayment: $25

W Hospital (facility) copayment: ~ $100 per day,
Maximum $200 per admission

M Other: Based on type of service

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,000

In this example, Mia would pay:
Cost Sharing

Deductibles $0

Copayments $400

Coinsurance $50
What isn’t covered

Limits or exclusions $0

The total Mia would pay is $450

8 of 8


https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/glossary/plan/
https://www.healthcare.gov/glossary/cost-sharing/
https://www.healthcare.gov/glossary/deductibles/
https://www.healthcare.gov/glossary/co-payments/
https://www.healthcare.gov/glossary/co-insurance/
https://www.healthcare.gov/glossary/plan/

